Diffuse lung injury can either heal normally or progress to fibrosis. Calcification in the setting of fibrosis is common. The appearance of mature woven bone is not. We report a patient with extensive diffuse pulmonary ossification and discuss some of the theories relating to the development of this phenomenon.
(Chest 1992; 102:1614-15) BMP = bone morphogenic protein; TGF-@3 transforming growth factor-@3 M etaplastic pulmonary ossification is usually described as dendriform or nodular in patients with chronic inflammatory lung disease or long-standing pulmonary edema. We present the case ofa young women who sustained a severe pulmonary insult and was found at autopsy to have extensive immature bone formation throughout both lungs.
CASE REPORT
This 40-yr-old women was admitted for elective laser excision of tracheal stenosis after an emergent tracheostomy one year previ ously for critical tracheal stenosis. Twelve years before this admis sion, she had had Hodgkin's disease localized in the right side of the neck treated with chemotherapy, local external radiation therapy, and a right-sided neck dissection with a tracheostomy. Postoperative nausea and vomiting were treated with prochlor perazine. The patient developed acute dystonia that was treated with diphenhydramine.
On the third postoperative day, she had a generalized seizure. Her postictal laboratory values included a serum sodium of 116 mEq/L, potassium of5.0 mEq/L, chloride of 90 mEq/L, bicarbonate of 10 mEqIL, and normal renal function. Later, the patient was hypotensive and in respiratory distress with decorticate posturing. An emergent computerized tomogram of the head showed mild hydrocephalus. In the medical intensive care unit (ICU), a bedside ventriculos tomy was placed, and normal intracranial pressure was recorded. The patient was maintained on mechanical ventilation and intrave nous pressors while her electrolyte levels were corrected, and she woke up within 48 h. Antibiotics were begun after a chest roentgenogram showed bilateral infiltrates consistent with aspira tion pneumonia. The infiltrates began to clear but soon worsened in association with low pulmonary capillary wedge pressures and negative cultures and stains from bronchoscopic specimens and blood. The patient was diagnosed as having adult respiratory distress syndrome.
*
Oxygenation became more difficult as pulmonary compliance dropped. The patient had to be sedated and paralyzed while inverse-ratio ventilation was initiated. Oxygenation and ventilation continued to worsen on high levels of positive end-expiratory pressure and a prolonged toxic fraction of inspired oxygen. On the 26th day in the ICU, failing hemodynamics and persistent bilateral bronchopleural fistulas prompted the initiation of high-frequency jet ventilation (Fig 1) . On the 36th day in the ICU, the patient died.
Permission was granted for a complete autopsy. The lungs, which weighed 2,180 g together, were diffusely firm with patchy hard tan regions that were scattered throughout all lobes and measured up to 5 cm. Microscopically, the lung architecture was severely distorted by organizing interstitial fibrosis overlaid with large regions of partially calcified woven (immature) bone. The bone had numerous osteocytes and was associated with osteoclastic and prominent osteoblastic activity (Fig 2) . No separate calcification was found. Additional findings at autopsy included acute pancreatitis, adrenal cortical necrosis, nonbacterial thrombotic endocarditis, multiple visceral infarcts, and tracheal stenosis. 
DISCUSSION

Metaplastic
